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The enhanced susceptibility to certain infections following splenectomy has been
increasingly recognised since the 1950's.' More recently the syndrome of over-
whelming postsplenectomy infection (OPSI) has been defined.2 This describes
the clinical picture of an acute fulminant illness, associated with disseminated
intravascular coagulation and shock, progressing rapidly to coma and death
within a few hours of onset. We present a case of pneumococcal septicaemia
occurring 25 years after splenectomy for trauma.
CASE REPORT. A 37-year-old male presented to a local hospital with a short
history of nonspecific illness. He had been unwell for three days, feeling feverish
with diarrhoea and shortness of breath. He gave a history of having had a
splenectomy carried out when he was 13 years old following blunt abdominal
trauma. He had not suffered any other serious illnesses.
On examination he was pyrexic with a tachycardia and a blood pressure of
105/65 mmHg. He had a generalised purpuric rash, and his hands and feet were
cold and cyanosed. The white cell count was 30,000/pl and there was moderate
elevation of plasma glucose and urea. Gram-positive diplococci were cultured
from the peripheral blood and the diagnosis of pneumococcal septicaemia was
later confirmed.
He was treated with intravenous benzylpenicillin, two mega units four hourly, and
fluid and electrolyte support. Over the next few days he became hypotensive and
his peripheral circulation remained shutdown. Disseminated intravascular
coagulation was diagnosed and was treated with fresh plasma transfusion. He was
also treated with dobutamine and naftidrofuryl oxalate. He developed gangrene
of both feet and of all the fingers, also skin necrosis of the tip of the nose and
upper lip.
His general condition nonetheless improved, and three weeks after the initial
presentation he was transferred to this unit where amputations of both legs below
the knees and ofall thefingertips were carried out. The necrotic areas atthe tip of
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his nose and lip demarcated and healed spontaneously. Pathological examination
of the legs confirmed occlusion of the smaller blood vessels in keeping with
disseminated intravascular coagulation.
DISCUSSION
The responsible organism for overwhelming postsplenectomy septicaemia is
usually streptococcus pneumoniae but meningococcus spp and haemophilus
influenzae are commonly implicated. The current literature suggests that the rate
of overwhelming infection following splenectomy for trauma ranges from 0-5%
to 2-5% after long-term follow Up.3 If splenectomy is performed in childhood
however, the rate of overwhelming infection is significantly higher, with most
cases occurring within two to three years of operation. Consequently there has
been a move towards spleen-saving surgery following blunt abdominal trauma,
especially in children. Non-operative management in conjunction with non-
invasive investigation of splenic integrity is common practice. A useful classific-
ation of splenic injuries is given in the Table. In cases where laparotomy is
undertaken, lesser degrees of splenic injury (types I - 111)4 can usually be treated
bysplenorrhaphy or partial resection, reserving splenectomy with autotransplant-
ation for type IV injuries.
TABLE
Types ofsplenic injury
Type I Incomplete parenchymal tear.
Type 11 Parenchymal tear extending up to the hilus but not dividing it.
Type III Complete parenchymal tear dividing the spleen into two fragments,
each with an intact blood supply.
Type IV Complete fragmentation with a torn hilar vessel.
The functional deficit in the asplenic patient appears to be partly a diminished
filtration ability and partly lower levels of IgM and opsonization factors.5 Unfort-
unately autotransplanted splenictissue neverfully regains thefunctionofa normal
spleen. It is generally accepted that patients who are asplenic should receive
polyvalent pneumococcal vaccine.6 The value of long-term chemoprophylaxis
however has not been proven, butifappropriate, one should prescribe penicillin V
250 mg bd or amoxycillin (erythromycin if allergic to penicillin). Children under
the age of four do not respond well to pneumococcal vaccine and should receive
chemoprophylaxis until aged five. This patient did not require pneumococcal
vaccination having survived a septicaemic episode and so he was commenced on
penicillin V.
The patient described illustrates an atypical case of postsplenectomy sepsis. He
did not have the full -blown picture of the overwhelming postsplenectomy
infection syndrome, his clinical course being less severe although more pro-
tracted. The peripheral gangrene was most unusual and could possibly be
explained onthebasisofperipheral circulatory shut-down along withintravascular
coagulation. There is little doubt that his illness was directly attributable to his
asplenic state and this case serves as a reminder that the spleen can no longer be
viewed as an expendable organ.
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